Sir,
We thank Mr Ankarath for his interest in our article. We agree with his comments that a psoas haematoma is a recognised cause of groin pain in patients on anticoagulants both with and without hip replacements. 1 Our article, however, demonstrated the distinct clinical entity of impingement between the psoas muscle and the implant itself. None of our patients had any evidence of femoral nerve compression or were on anticoagulants. Pain from a psoas haematoma is associated with weakness and is due to femoral nerve compression rather than a direct impingement of the psoas on the total hip implant as described in our report. We found specifically that our patients had no evidence of femoral nerve compression, but had features implying psoas pain, such as pain on lifting a leg out of a car. 2 We appreciate Mr Ankarath's comment, however, that a psoas haematoma in its own right is another possible differential diagnosis in patients with groin pain after total hip replacement. We are encouraged by the long-term results that this femoral component is producing. Our centre has had similar success, particularly when used in patients under 50 years of age. 2 However, the authors describe the implant as double-tapered. We consider the implant to be a triple-taper as originally described by Blaha, Spotorno and Romagnoli. 3 The stem is a wedge-shaped taper in three planes, frontal, sagittal and transverse. [3] [4] [5] This is an important aspect of stem design and geometry, since the biochemical principle which contributes to the success of the stem is a threedimensional taper which facilitates primary stabilisation in the proximal femur at the time of stem insertion prior to any secondary stabilisation by osseo-integration. We believe that the three-dimensional taper also has a role in limiting subsidence by providing a more anatomical taper-lock.
The impact of stem design on the long-term outcome in cementless total hip arthroplasty is critical and we believe that the success of this implant is directly related to its design.
We thank Mr Bailie and Professor Nixon for their comments. They are absolutely right. The CLS stem is tapered in all three planes. We used the terminology as stated in the German manual by the manufacturer, Sulzer Orthopaedics (now Centrepulse), where the stem is described as a double taper.
We also believe that this design feature is of critical importance. Similar to those of Bailie, Doran and Nixon, 1 our results were particularly impressive in patients under 55 years of age with a survival rate of 97% (95% to 100%) after 13 years. 2, 3 The tripletapered design of this stem might also contribute to the absence of severe stress shielding and distal cortical hypertrophy as shown in a continuous prospective seven-year study using DXA. [2] [3] [4] We believe that the low e-modulus titanium, the triple taper and the grit-blasted surface are the three key factors for the success of this implant.
The effect of knee flexion on the popliteal artery and its surgical significance
Sir, We read with interest the article in the March 2003 issue by Shetty et al 1 entitled 'The effect of knee flexion on the popliteal artery and its surgical significance'. We compliment them on their clear illustrations and would agree with the need to identify the movement of the popliteal artery (PA) with knee flexion and its clinical relevance. The 50 patients in this study appear to be a heterogeneous group who may or may not have knee pathology. This is clinically relevant as it is likely to represent a different population of patients from those who might undergo total knee replacement (TKR) or high tibial osteotomy.
We published a study showing similar findings in patients with arthritic knees prior to undergoing primary TKR, and also in patients following knee replacement. In none of our subjects undergoing a primary TKR (45 knees) did the popliteal artery move towards the tibia with knee flexion. 2 We would agree with their conclusions but for different reasons. The fibrosis and thickening of the capsule and synovium in the arthritic knee, which is clearly seen during joint replacement surgery, is a more realistic reason for this movement of the PA away from the joint than the effect of gravity which will also be acting when the knee is extended, or uncoiling of the middle genicular vessels. When the knee is flexed, this hypertrophied tissue will displace the PA away from the knee joint. The study by Zaidi, Cobb and Bentley 3 was on subjects with normal knees which will not have had this soft tissue hypertrophy, and as those results suggest, there is no consistent trend in a knee, which is not arthritic. It is a shame that the bulk of the popliteus was not studied in more patients as this may be relevant in normal knees.
The sample population of a study must be a true representation of the population at risk if correct conclusions are to be drawn. 
